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Sohag and Akhmeem Chest
HospitalsAbstract Background: While asthma represents a global public health issue due to high preva-
lence rates in the general population, several studies now indicate that the impact on public health
is even more severe due to inadequate health care or the difﬁculty in achieving full disease control
with available therapies.
Aim of the work: The aim of the present study is to evaluate the pattern, risk factors, level of
control and management of bronchial asthma among outpatients clinic at Sohag and Akhmeem
Chest Hospitals.
Subjects and methods: This study was conducted at Sohag and Akhmeem Chest Hospitals in the
period between January 2011 and June 2011 and included 100 adult outpatients with bronchial
asthma (BA) with a wide range of severity. Full history taking, thorough clinical examination,
CXR, Peak expiratory ﬂow (PEF), Asthma control test (ACT) questionnaire for all patients were
done.
Results: By using ACT, from one hundred cases of our study: 18% of cases have controlled
asthma, 39% of cases have not well controlled asthma, 43% of cases have poorly controlled asthma.
Tobacco smoke and infections were the most common precipitating factors to bronchial asthma.
Inhalation therapy was used by 70% of the patients and MDI is the most commonly used inhala-
tion device.
Conclusions: There is need for improved asthma care in patients with moderate-to-severe
asthma, including a global evaluation of asthma control, implementation of treatment plans and
asthma control tests and addressing precipitating factors.
ª 2014 The Egyptian Society of Chest Diseases and Tuberculosis. Production and hosting by Elsevier
B.V. All rights reserved.Introduction
Bronchial asthma is one of the most common chronic respira-
tory tract diseases, with an incidence that rises every year [1].d.
314 M.A. Tageldin et al.Asthma is characterized by chronic airway inﬂammation,
airway hyper-responsiveness, and irreversible airway remodel-
ing, but its pathogenesis is unclear. Present asthma treatments
mainly rely on long-term inhaled corticosteroids (ICS). While
ICS relieve bronchial asthma, they cannot manage refractory
asthma involving hormonal resistance and hormone depen-
dence. Further, ICS cause side effects such as growth and
development inhibition, obesity, and osteone crosis. Therefore,
it is urgent to further understand the pathogenesis of asthma
and identify new methods to treat airway inﬂammation [2].
The World Health Organization (2014) estimates that 300 mil-
lion people are affected by the disease, and that by 2025,
another 100 million will have been affected.
Asthma occurs at high frequency in young and older adults.
Several factors that inﬂuence the prevalence of asthma include
obesity, atopy and allergic rhinitis, genetic, family history,
exposure to allergens at an early age, and smoking history.
Tobacco smoking makes asthma more difﬁcult to control,
results in more frequent exacerbations and hospital admission,
and produces a more rapid decline in lung function and
increased risk of death [3].
Quality of life, perceptions of asthma control, and depres-
sion are psychosocial factors worth assessing over time,because they may affect directly the ability to engage in self-
management of asthma and affect indirectly asthma morbidity
and mortality outcomes. Both asthma speciﬁc and generic
quality of life measures are associated with patients’ perceived
control of asthma [4].Aim of the work
The aim of the present study is to evaluate the pattern, risk fac-
tors, level of control and management of bronchial asthma
among outpatients clinic at Sohag and Akhmeem Chest
Hospitals.Subjects and methods
This study was conducted at Sohag and Akhmeem Chest Hos-
pitals and included 100 adult outpatients with bronchial
asthma with a wide range of severity to provide adequate epi-
demiological analysis and evaluate the level of control and
management of bronchial asthma at these cities in the period
between January 2011 and June 2011.
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following:
– Full history taking includes: Age, Sex, Occupation, Smoking
habits, Age of onset, Age of diagnosis, Asthma symptoms,
Precipitating factors, Family history, Type of medications,
Inhalation therapy, Type of inhalation device, Education of
use of inhalation device, Complications of inhalation therapy.
– Thorough clinical examination – Chest X ray.
– Peak expiratory ﬂow: pre and post-bronchodilator.
– Level of control of asthma: through the following question-
naire asthma control test (ACT).
The ACT is [5]:
h A simple 5-question tool that is self-administrated by the
patient,
h Recognized by the National Institutes of Health.
Asthma is classiﬁed into:
 Controlled: score P20.
 Not well controlled: score 16–19.
 Poorly controlled: score 615.Table 1 Distribution of studied cases as regards general data.
Parameters Groups Mean SD
Age Well 51.61 13
Not well 47.28 15
Poorly 49.09 15
Smoking period Well 19.00 4
Not well 20.00 0
Poorly 13.40 2
Ex-smoking period Well 6.29 6
Not well 9.50 4
Poorly 6.92 5
Age of onset Well 41.39 12
Not well 32.23 13
Poorly 35.44 15
Age of diagnosis Well 42.39 12
Not well 33.33 13
Poorly 36.51 15
Respiratory rate Well 17.61 1
Not well 17.56 1
Poorly 18.33 1
Mean BP Well 135.56 15
Not well 136.15 16
Poorly 138.84 18
Blood sugar Well 152.56 99
Not well 150.67 59
Poorly 137.12 45
Pre-bronchodilator PEF Well 250.56 55
Not well 248.46 63
Poorly 231.63 50
Post-bronchodilator PEF Well 395.56 60
Not well 394.10 65
Poorly 380.23 52
ACT Well 20.56 1
Not well 18.36 1
Poorly 14.49 2
This table shows that most of asthmatic patients were diagnosed after the a
in proper treatment and control of asthma.Statistics
Analysis of data was done by IBM computer using SPSS (Sta-
tistical Program for Social Science, version 16) as follows:
 Description of quantitative variables as mean, SD, mini-
mum and maximum.
 Description of qualitative variables as number and
percentage.
 Chi-square test was used to compare qualitative variables
between groups.
 Independent sample t-test was used to compare two groups
as regards quantitative variable in parametric data.
 Paired sample t-test was used to compare two related
groups as regards quantitative variable in parametric data.
P value >0.05 insigniﬁcant, P< 0.05 signiﬁcant, P< 0.01
highly signiﬁcant.
Results
 This study was a descriptive study which included 100
patients, 70 from Akhmeem and 30 from Sohag.Min. Max. F P-value
.52 25 74 0.517 0.598
.19 23 75
.59 22 75
.18 15 25 7.216 0.010
.00 20 20
.30 10 15
.18 2 20 1.012 0.377
.60 4 20
.79 1 20
.74 20 60 2.629 0.077
.39 11 60
.06 10 65
.96 20 63 2.513 0.086
.55 11 61
.20 10 65
.15 16 20 5.474 0.006
.05 16 20
.17 16 20
.04 110 160 0.353 0.704
.48 110 170
.41 110 170
.35 100 509 0.613 0.544
.70 97 340
.79 24 290
.99 150 350 1.178 0.312
.02 30 370
.42 150 350
.70 250 480 0.723 0.488
.16 300 520
.39 300 470
.82 15 22 53.770 0.000
.95 10 21
.73 10 21
ge of thirty and so attention should be paid for early diagnosis to help
Table 6 Distribution of studied cases as regards type of
treatment.
Number Percent (%)
Theophylline (oral/I.V.)
ve 35 35
+ve 65 65
B2 agonists: both SABA and LABA
(oral/inhalation)
ve 4 4
+ve 96 96
Antibiotics (oral)
ve 56 56
+ve 44 44
Steroids (oral/I.V./inhalation)
316 M.A. Tageldin et al. The mean age of patients in our study was
48.84 ± 15.018 years. The patients of our study were 60%
females and 40% males as shown with other general data
in Table 1.
 More than 45% of the cases were housewives and 20% were
farmers which correlate with the nature of the rural areas
where the study has been done as shown in Table 2.
 From our cases 25% were positive smokers and 75% were
nonsmokers including ex-smokers of more than one year
(see Table 9).
 By using ACT, from one hundred cases of our study, 18%
of cases had controlled asthma, 39% of cases had not well
controlled asthma, while 43% of cases had poorly con-
trolled asthma, as shown in Table 3.Table 2 Distribution of studied cases as regards occupation.
Occupation Number Percent (%)
Housewife 46 46
Worker 11 11
Farmer 20 20
Employer 15 15
Craft 8 8
Total 100 100
Table 3 Distribution of studied cases as regards level of
asthma control by using ACT.
Level of asthma Number Percent (%)
Well-controlled 18 18
Not well-controlled 39 39
Poorly controlled 43 43
Table 4 Distribution of studied cases as regards symptoms of
asthma.
Number Percent (%)
Attacks of wheezes
+ve 100 100
Breathlessness with eﬀort
ve 29 29
+ve 71 71
Cough at night
ve 36 36
+ve 64 64
Table 5 Distribution of studied cases as regards precipitating
factors.
Precipitating factors of asthma Number Percent (%)
Tobacco smoke 45 45
Certain food 3 3
Pollution 3 3
Infections 30 30
Exposure to (House dust mite) 10 10
Exercise or stress 9 9
Total 100 100
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Figure 2 Types of inhalation devices.
-ve, 10%
+ve, 90%
Figure 3 Education of use of inhalars.
-ve
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70%
Figure 1 Inhalation therapy.
ve 19 19
+ve 81 81
Total 100 100
Non
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changes
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Figure 4 Complications of inhalation therapy.
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Bronchial Asthma in 100% of cases followed by Dyspnea
with effort in 71% of cases, as shown in Table 4.
 Tobacco smoke and infections were the most common pre-
cipitating factors to bronchial asthma as shown in Table 5
and Fig. 5.
 The most common drugs used in treatment of bronchial
asthma were B2 agonist in 96% of cases followed by steroid
in 65% of cases (see Table 6).Table 7 Relation between the patient sex and level of asthma cont
Sex Level of asthma control
Well controlled Not well controll
Female No. 8 25
% 44.4 64.1
Male No. 10 14
% 55.6 35.9
Total No. 18 39
% 100.00 100.00
*Chi-square test.
This table shows that there is an insigniﬁcant statistically relation betwee
Table 8 Relation between occupation and level of asthma control.
Occupation Level of asthma control
Well controlled Not well controlle
Housewife No. 6 20
% 33.30 51.3
Worker No. 5 1
% 27.80 2.6
Farmer No. 4 9
% 22.20 23.10
Employer No. 1 8
% 5.60 20.5
Craft No. 2 1
% 11.10 2.6
Total No. 18 39
% 100.00 100.00
This table shows that 46% of the cases were housewives and most of the
exposed to house dust mite.
* Fisher exact test. Inhalation therapy was used by 70% of the patients and
MDI is the most commonly used inhalation device as
shown in Figs. 1 and 2. About 90% of the cases using inha-
lation therapy were educated to use inhalation device (see
Fig. 3).
 Oral candidiasis is the most common complication of inha-
lation therapy as shown in Fig. 4.
 There is an insigniﬁcant statistically relation between level
of asthma control and the patient sex (see Table 7).
 Most of housewives them have not well and poorly con-
trolled asthma as they were mostly exposed to house dust
mite (see Table 8).
 There is a signiﬁcant statistical relation between level of
asthma control and breathlessness with effort (see Table 10).
 There is a highly signiﬁcant statistical relation between level
of asthma control and cough at night as poorly controlled
asthmatics were the commonest group suffered from cough
at night (see Table 11).
 Poorly controlled groups were the commonest group used
inhalation (see Table 12).
 There was a highly signiﬁcant statistical relation between
level of control and type of inhalation device used and that
MDI was the mostly common used inhalational device
because it is easy to use and of low cost (see Table 13).
 There was a highly signiﬁcant statistical relation between
education of use of inhalation device and level of asthma
control (see Table 14).rol.
Total X2 P-value
ed Poorly controlled
27 60 2.228 0.328
62.8 60.00
16 40
37.2 40.00
43 100
100.00 100.00
n level of asthma control and the patient sex.
Total X2 P-value
d Poorly controlled
20 46 7.797* 0.450
46.5 46.0
5 11
11.6 11.0
7 20
16.3 20.0
6 15
14.00 15.0
5 8
11.6 8.0
43 100
100.00 100.00
m having not well and poorly controlled asthma as they were mostly
318 M.A. Tageldin et al. There was a highly signiﬁcant statistically relation between
complications of inhalation therapy and level of asthma
control (see Table 15).
 Family history of bronchial asthma was found in half of the
studied cases (see Table 16).Table 9 Relation between smoking and level of asthma control.
Smoking Level of asthma control
Well controlled Not well controll
Non smoking No. 11 32
% 61.1 82.1
Smoking No. 7 7
% 38.9 17.9
Total No. 18 39
% 100.00 100.00
This table shows that there is an insigniﬁcant statistical relation between
Table 10 Relation between breathlessness with effort and level of a
Breathlessness with eﬀort Level of asthma control
Well controlled Not well con
ve No. 6 8
% 15.40 44.40
+ve No. 10 33
% 55.60 84.60
Total No. 18 39
% 100.00 100.00
This table shows that there is a signiﬁcant statistical relation between lev
Table 11 Relation between cough at night and level of asthma con
Cough at night Level of asthma control
Well controlled Not well controlle
ve No. 12 16
% 66.70 41.00
+ve No. 6 23
% 33.30 59.00
Total No. 18 39
% 100.00 100.00
This table shows that there is a highly signiﬁcant statistical relation betw
asthmatics were the commonest group suffered from cough at night.
Table 12 Relation between use of inhalation therapy and level of a
Inhalation therapy Level of asthma control
Well controlled Not well-controll
ve No. 10 13
% 55.60 33.30
+ve No. 8 26
% 44.40 66.70
Total No. 18 39
% 100.00 100.00
We observed that poorly controlled groups were the commonest group use
therapy only after deterioration of symptoms. Normal chest X ray was found in 72% of cases while 28% of
cases had abnormal ﬁnding as hyperinﬂation (see Table 17).
 There was a signiﬁcant statistical relation between auscul-
tation of rhonchi and level of asthma control (see
Table 18).Total X2 P-value
ed Poorly controlled
32 75 2.894 0.235
74.4 75.0
11 25
25.6 25
43 100
100.00 100.00
level of asthma control and smoking.
sthma control.
Total X2 P-value
trolled Poorly controlled
15 29 6.32 0.042
34.90 29.00
28 71
65.10 71.00
43 100
100.00 100.00
el of asthma control and breathlessness with effort.
trol.
Total X2 P-value
d Poorly controlled
8 36 13.422 0.001
18.60 36.00
35 64
81.40 64.00
43 100
100.00 100.00
een level of asthma control and cough at night as poorly controlled
sthma control.
Total X2 P-value
ed Poorly controlled
7 30 9.659 0.008
16.30 30.00
36 70
83.70 70.00
43 100
100.00 100.00
d inhalation therapy which reﬂects that these patients used inhalation
Table 13 Relation between type of inhalational device and level of asthma control.
Type of device Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
No device No. 11 12 7 30 24.962 0.002
% 61.1 30.8 16.3 30.0
Discuss No. 0 1 8 9
% 0.00 2.6 18.6 9.0
MDI No. 6 16 23 45
% 33.3 41.0 53.5 45.0
Capsules No. 1 6 5 12
% 5.6 15.4 11.6 12.0
Turbohaler No. 0 4 0 4
% 0.00 10.3 0.0 4.0
Total No. 18 39 43 100
% 100.0 100.0 100.0 100
This table showed that there was a highly signiﬁcant statistical relation between level of control and type of inhalation device used and that MDI
was the mostly common used inhalational device because it is easy to use and of low cost.
Table 14 Relation between education of use of inhalation device and level of asthma control.
Education of use Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
Not educated No. 11 14 12 37 9.459 0.009
% 61.10 30.80 20.90 37.00
Educated No. 7 25 31 63
% 38.90 69.20 79.10 63.00
Total No. 18 39 43 100
% 100.00 100.00 100.00 100.00
This table showed that there was a highly signiﬁcant statistical relation between education of use of inhalation device and level of asthma control.
Table 15 Relation between complications of inhalation therapy and level of asthma control.
Complications Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
No complications No. 10 15 25 50 14.927 0.005
% 94.40 89.70 65.10 71.43
Tolerance No. 0 0 9 9
% 0.00 0.00 20.90 12.58
Oral candidacies No. 1 4 4 9
% 5.60 10.30 9.30 12.58
Voice changes No. 0 0 2 2
% 0.00 0.00 4.70 3.41
Total No. 11 19 40 70
% 70.00 70.00 70.00 70.00
This table showed that there was a highly signiﬁcant statistically relation between complications of inhalation therapy and level of asthma
control.
Table 16 Relation between family history and level of asthma control.
Family history Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
ve No. 13 21 15 49 7.680 0.021
% 72.20 53.80 34.90 49.00
+ve No. 5 18 28 51
% 27.80 46.20 65.10 51.00
Total No. 18 39 43 100
% 100.00 100.00 100.00 100.00
This table showed that there was a signiﬁcant statistical relation between family history and level of asthma control.
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Table 17 Relation between the shape of chest wall and level of asthma control.
Anteroposterior diameter Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
Normal No. 13 31 17 61 14.884 0.001
% 72.20 79.50 39.50 61.00
Increased No. 5 8 26 39
% 27.80 20.50 60.50 39.00
Total No. 18 39 43 100
% 100.00 100.00 100.00 100.00
This table showed that there was a highly signiﬁcant statistical relation between the shape of chest wall and level of asthma control.
Table 18 Relation between the auscultation of Rhonchi and level of asthma control.
Rhonchi Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
ve No. 7 14 6 27 6.832 0.033
% 38.90 35.90 14.00 27.00
+ve No. 11 25 37 73
% 61.10 64.10 86.00 73.00
Total No. 18 39 43 100
% 100.00 100.00 100.00 100.00
This table showed that there was a signiﬁcant statistical relation between auscultation of rhonchi and level of asthma control.
Table 19 Relation between the areas of study and level of asthma control.
Areas of study Level of asthma control Total X2 P-value
Well controlled Not well controlled Poorly controlled
Akhmeem No. 13 27 30 70 0.054 0.973
% 72.20 69.20 69.80 70.00
Sohag No. 5 12 13 30
% 27.80 30.80 30.20 30.00
Total No. 18 39 43 100
% 100.00 100.00 100.00 100.00
This table showed that there was an insigniﬁcant statistical relation between the areas of study and level of asthma control.
0%
5%
10%
15%
20%
25%
30%
35%
40%
45%
50%
Tobacco smoke Certain food Pollution Infections house dust mite Exercise or 
stress
Well controlled Not Well controlled Poorly controlled
Figure 5 Relation between precipitating factors and level of asthma control. This ﬁgure showed that smoking and infections were the
most common precipitating factors leading to less asthma control.
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Figure 8 Comparison of pre and post-bronchodilator PEF in
poorly controlled asthma.
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Figure 6 Comparison of pre and post-bronchodilator PEF in
well controlled asthma.
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Figure 7 Comparison of pre and post-bronchodilator PEF in
not well controlled asthma.
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the areas of study and level of asthma control (see
Table 19).
 Pre and Post-bronchodilators PEF was better in well con-
trolled asthma than not well or poorly controlled asthma
(see Figs. 6–8).
Discussion
In the present study 60% of the studied cases were females and
mainly they were housewives and it is accepted that asthma is
more common in women than in men, and it appears to have a
greater impact on quality of life in women which was proved
by the study done by Hasan Hamzacebi et al. (2006) [6] deter-
mining the prevalence of bronchial asthma among adults in
Samsun at Turkey where asthma was higher among women
than men and the women housewives were the most common
bronchial asthma patients.
That conclusion was explained by Martinez et al. (1995) [7]
who stated that male sex is a risk factor for asthma in children
prior to the age of 14; the prevalence of asthma is nearly twiceas great in boys as in girls. As children get older the difference
between the sexes narrows and by adulthood the prevalence of
asthma is greater in women than in men. The reasons for these
sex-related differences are not clear. However, lung size is smal-
ler in males than in females at birth but larger in adulthood.
As regards age in our study the mean age of onset of disease
was 35.2 and average age of diagnosis was 36.3 with average
1 year during which the patient suffers until being diagnosed,
so more attention should be paid by physicians for early diag-
nosis of bronchial asthma.
As regards occupation in our study 46% of cases were
housewives and 15% were employers who are mostly exposed
to indoor and outdoor pollution which was agreed with the
study done by Tore´n et al. (2008) [8] which is a study to esti-
mate the incidence rate of adult-onset asthma in relation to
age, sex and occupational exposures in Sweden.
A random sample of 18,087 subjects aged 16–75 years was
investigated using a respiratory questionnaire. Occupational
dust and fume exposure and being female were associated with
increased risk of asthma. The attributable fraction for occupa-
tional exposure to gas, dust and fumes was higher in women.
So physicians should consider the occupational history when
evaluating patients in working age who have asthma.
As regards smoking in our study 25% of cases were cur-
rently smokers while 75% of cases were non and ex-smokers
but exposed to environmental tobacco smoke (ETS), about
half of the current smokers have more severe and poorly con-
trolled asthma which indicates the dangerous effect of smoking
on controlling asthma.
That was agreed with the study done by Althuis et al. (1999)
[9] which is a cross-sectional study of 225 asthmatics, aged 20–
54 years in the U.K. done to assess the association of cigarette
smoking with asthma symptom severity. The outcome mea-
sures overall asthma symptoms and three were domains: respi-
ratory, daily activity interference and physical activity
interference generated from the sum of ordinal responses to
questions on asthma symptom severity. Of the sample,
27.0% were current and 22.1% were former smokers. Current
smokers more frequently had bothersome asthma symptoms
than nonsmokers. These data suggest that smoking hastens
asthma progression or affects disease control. Increased fre-
quency of symptoms may be an indicator for potential morbid-
ity among asthmatics, especially those who smoke cigarettes.
The hazards associated with smoking among asthmatics need
to be more clearly emphasized by physicians and public health
ofﬁcials in order to convince people with asthma who smoke to
stop.
It also agreed with study done by Eisner et al. (2005) [10]
which is a population based study of well-characterized asth-
matics in USA. Those asthma patients traditionally character-
ized as non-severe were signiﬁcantly changed to a severe
phenotype if they were exposed to environmental tobacco
smoke (ETS). Exposure of asthmatics to ETS- is associated
with poorer quality of life scores, increased health care utiliza-
tion and greater abnormalities in lung function and higher
asthma severity scores.
Concerning examination, Nocturnal symptoms were found
among the study patients as about 64% of cases reported hav-
ing cough at night in the last four weeks (see Table 11) and that
was agreed with the results obtained by Nasser and Suad
(2009) [11] which is a study to assess asthma control at Royal
hospital in the Sultanate Oman by using asthma control test
322 M.A. Tageldin et al.and reported that nocturnal symptoms were found in about
66% of cases.
As regards chest radiographs, they were normal in 72% of
cases and abnormal in 28% of cases including features com-
patible with obstructive lung disease as hyperinﬂation, and
other incidental ﬁndings as pneumonia. This correlates with
the study done by Ismail et al. (1994) [12], which is a study
of 70 adult asthmatic patients who were admitted to the Hos-
pital University Sains Malaysia to evaluate the value of routine
chest radiographs in acute asthma admissions. It was found
that 77% of cases have normal chest X ray and abnormal in
23% of cases.
The level of asthma control, based on a composite measure
of clinical ﬁndings, is associated with inﬂammatory markers,
particularly eosinophilic inﬂammation. As regards blood pic-
ture, eosinophilia was found in 29% of cases who had poorly
controlled asthma and that was agreed with the study done by
FitzGerald et al. (2004) [13], who concluded that controlled
asthmatics had lower median blood eosinophil numbers than
uncontrolled patients.
In the current study it was found that 70% of cases were
treated by inhalation therapy and MDIs were the most fre-
quently used inhaler device in 53.5% of cases followed by cap-
sules. This is because it is easy to use and of low cost. This
matches with the study done by Batman et al. (2007) [14],
which was done on 150 patients of bronchial asthma over
12 years of age referred to chest clinic of tertiary care hospital
in India for inadequate control, their results state that 84% of
cases were on inhalation therapy and most of them used
MDIs.
In the present study when comparing between the studied
groups as regards level of asthma control and inhalation ther-
apy, it was found that poorly controlled asthmatics were more
than half of cases using inhalation therapy which indicates that
patients use inhalation therapy only on deterioration of symp-
toms and not on regular basis.
Inhalation therapy is not used by controlled cases and this
is due to infrequent exacerbations and used mainly by uncon-
trolled cases due to frequent exacerbations and that something
most to be revised by the treating physicians with their
patients, as inhalation therapy is given to keep patients in
control state and prevent further exacerbations and that was
in agreement with David Stempel (2006) [15], who believed
that part of the present difﬁculty with adherence is that
patients decrease or stop their medications when their
symptoms resolve while unfortunately there is still signiﬁcant
disease pathology and they continue to be at risk for
exacerbations.
Education of use of inhalation device is an inclusion crite-
rion for all studies. In real life, however many patients make
many errors with their usual inhalation devices which may
decrease the beneﬁts of inhalation therapy, In our study 90%
of cases who used inhalation therapy had been educated on
how to use the device correctly while 10% had not been edu-
cated which agreed with the study done by Mohammed
(2003) [16], which is a cross-sectional survey of 191 adult asth-
matics to assess how a sample of adult asthmatic patients seen
in primary healthcare clinics (PHCs) in Riyadh used their inha-
lation device, Eighty-six percent had received previous educa-
tion on inhalation technique. But none could use their
inhalation device without committing at least one error in
the use of the device.Despite that inhalation devices are a mainstay in the man-
agement of asthmatic patients, inhalation technique is very
poor among our patients which accounts for poor control of
asthma.
As regards complications of inhalation therapy, oral candi-
dacies were detected in about 9% of cases which differs from
the study done by Milne and Crompton (1974) [17]. A survey
of 936 patients attending a respiratory diseases unit outpatient
department to assess the incidence of oropharyngeal candida-
cies in patients inhaling beclomethasone dipropionate in daily
doses of 400 lg or less was carried out. Throat swabs from 209
(41%) patients treated with beclomethasone were positive on
culture for yeasts compared with positive swabs from 77
(27Æ2%) patients not receiving corticosteroid therapy either
orally or by inhalation. This is because we depend on informa-
tion obtained from the patient onwards.
In the present study 51% of the studied cases had positive
family history of the disease and that was nearly matched with
the study done by Lababidi et al. (2008) [18] on 40 patients
with 57.5% of them had family history of asthma and that
shows how importance of host factors in development of the
disease and in the study done by Lugogo and Kraft (2006)
[19] stated that a family history of asthma in a ﬁrst degree rel-
ative is the best recognized risk factor for asthma.
As regards level of control of asthma, studies show that
improved control of asthma is associated with reduced health-
care resource utilization and reduced costs to healthcare pro-
viders and society compared with poorly controlled case
(Chipps and Spahn, 2006) [20].
Thus, the present study aimed to determine the level of con-
trol of asthma by using asthma control test (ACT).
The ACT is a 5-item survey that assesses interference with
activity, shortness of breath, nocturnal symptoms, rescue med-
ication and self-rating of asthma control. Each question was
rated on a 5-point scale. A total score was obtained by sum-
ming of the 5 scores. A total of 20 points or more indicates well
controlled, from 16–19 not well controlled and 15 or less is
poorly controlled case.
The ACT score among one hundred patients under study
revealed, poorly controlled asthma (43%), not well-controlled
asthma (39%), and well controlled asthma (18%). This indi-
cates low level of awareness of asthma control level.
These results are nearly consistent with that obtained by
Xin et al. (2009) [21] in china among 403 patients that were
classiﬁed into poorly controlled group (50%), not well con-
trolled group (28.5%) and controlled group (21.3%) were no
signiﬁcant difference in the distribution of age, gender or
smoking history.
Our results differ from those obtained by Accordini et al.
(2006) [22], which is a study for asthma control assessment
using asthma control test among patients attending 5 tertiary
care hospitals in Saudi Arabia. This study stated that 36%
of cases have well controlled asthma and 64% have uncon-
trolled asthma including both not well controlled and poorly
controlled. This is because the patient perception of asthma
control did not match their symptom severity as most of the
patients considered their asthma controlled despite the fact
that their symptoms limited their daily activities.
According to PEF, the largest difference between the
mean pre and post bronchodilator values was obtained in
poorly controlled asthma after inhalation of combined ICS
and LABA which is agreed with the study done by Reddel
Study of the pattern of bronchial asthma 323et al. (2004) [23]. In which personal best PEF of twice daily
measurements reached a plateau very early after initiation of
high dose budesonide mostly in patients with poorly con-
trolled asthma.
Conclusion
In conclusion, the present study is a descriptive study of bron-
chial asthma patients at Sohag and Akhmeem chest prevalent
in patients using standard asthma medications and there is
need for improved asthma care in patients with moderate-to-
severe asthma, including a global evaluation of asthma con-
trol, implementation of treatment plans and asthma control
tests and addressing precipitating factors. Also the ACT is
an easily administered and scored survey that measures asthma
control accurately and it is more suitable in busy clinical prac-
tice, especially in those hospitals without spirometric
equipment.
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